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+ 	 A decision is made by a facility to serve a significantly different 
client population or to otherwise make a dramatic change in 
program structure which increase costs. (Documentation and 
verification will be required). 

A facility increases or decreases licensed bed capacity by 20 
percent or more. 

g. ReimbursementRate payment Rate) 

The budgeted reimbursement rate is the lower of the maximum allowable cost 
ceiling or the actual allowable perdiem rate. 

After the first six monthsof operation, the reimbursement rate is the lowerof 
the maximum allowable cost ceiling or the actual allowable per diem rate. 

The reimbursement rate for all subsequent cost reports is the lower of the 
maximum allowable cost ceiling, the actual allowable per diem rate, orthe 
maximum allowable base rate. 

h. FeeAssessment 

Effective February 1,2003, assessment fees paid by licensed intermediate 
care facilities for the mentally retarded (ICF/MR) that are not operated by 
the State will be recognized as an allowable cost. 

For the purpose of immediately recognizing the cost of the assessment fee, 
rates shall be recalculated effective February 1,2003, to reimburse facilities 
for Medicaid’s share of theassessment. 

To determine rates paid for services rendered after February 1,2003, each 
facility’s annual costs reported for periods before February 1,2003, will be 
increased as necessary to reflect an amount equal to the annual cost of the 
assessment fees. These revised costs will then be used to recalculate the 
allowable payment rate as specified in Section C.2.g. of this plan. This 
adjustment to reportedcost will continue until the providers’ cost reports as 
submitted reflect the full annualcost of the assessment fees. 

TN No. MS-03-01 Effective FEB - 1 2003 
Supersedes TN ## M-S-94-38 Approved : 


